WORKERS’ COMPENSATION 


Journey Report Form 





CLAIM NUMBER POLICY NUMBER 


This form should be completed and returned to WFI within 5 business days via email workerscompclaims@iag.com.au 
This form should be accompanied by the Workers' Compensation Claim Form and Witness Statement form, if not already submitted. 


In order for your Employer or WFI to assess or otherwise deal with your claim we need to collect certain personal information. 
The information will be kept confidential and will be managed in accordance with our Privacy Policy which can be found on our website at wfi.com.au. 


Please print in block letters and answer all questions X where applicable (provide full and complete answers). If a particular question does not apply, 
please write “Nil” in the space provided. If the space provided below is insufficient to advise all the details, please attach a separate sheet. 


O Employer details 


EMPLOYER NAME CONTACT PERSON 


ADDRESS 


POSTCODE 


TELEPHONE NO. MOBILE NO. FACSIMILE NO. 


EMAIL ADDRESS 


© Worker details 


SURNAME GIVEN NAME(S) 


ADDRESS 


POSTCODE 


TELEPHONE NO. MOBILE NO. 


EMAIL ADDRESS 


o Claim details 


DATE OF ACCIDENT 


Time A.M. PM. 


Where did the accident occur? 


STREET SUBURB 


STATE CLEARLY AND FULLY HOW THE ACCIDENT OCCURRED. 
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Your Other Pedestrian, Stop sign Give way Lights 
vehicle vehicle Cyclist etc. sign 
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